DEPARTMENT OF SOCIAL AND HEALTH SERVICES
MEDICAL ASSISTANCE ADMINISTRATION
Olympia, Washington

To: Resource Based Relative Vaue Memorandum No: 02-75 MAA
Scale (RBRVS) Users: | ssued:
Anesthesiologists
Advanced Registered Nurse For Information Call:
Practitioners 1-800-562-6188
Ophthalmologists
Psychiatrists Related Memo: 02-32 MAA
Emergency Physicians
Nurse Anesthetists
Physicians

Physician Clinics

Registered Nurse First Assistants
Family Planning Clinics
Federally Qualified Health Centers
Health Departments
Laboratories

Managed Care Plans

Podiatrists

Radiologists

Regional Administrators

CSO Administrators

From: Douglas Porter, Assistant Secretary
Medical Assistance Administration (MAA)

Subject: Corrected Replacement Pagesfor MAA’s Physician-Related Services
(RBRVYS) Billing Instructions

Attached to this memorandum are two corrected replacement pages (H9/H10 and O3/04)
for the Medical Assistance Administration’s (MAA) Physician-Related Services Billing
Instructions.

Two of the replacement pages sent to providers on July 17, 2002, under Numbered
Memorandum 02-32 MAA were printed incorrectly.

» Page H8 was printed twice; page H9 was missing; and

* Onpage O3/04, the“YR” and “NR” requirements under field 24E (EPSDT) on the HCFA-
1500 claim form were inadvertently left in. These requirements no longer apply and have
been removed.
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NOTE:

CONSENT FORM
Your decision at any fime not to be sierilized will not result in the withdrawal or withholding of any banefits

SAMPLE B: Amended

provided by programs or projecis recefving Federal funds.

CONSENT TO STERILIZATION
| have asked for and recelved Informalion about sterilization
from

TG T L LN

When | firsl asked lor the information, | was told that the declsion 1o be
sterilized is completaly up to me. | was 1old that | could decide not to be
slarilized. If | decide not to be sterillzed, my decision will not atfect my
right to future care or trealmenl. | will not lose any h-eﬁ: or banafits from
Bragrams receiving Federal funds, such as Aid to Familias with

ependent Children {AFDC) or Medicaid that | am now getling or for
which | may becoms aligible.

| undarstand that the sterflization must be considered permanent and
not revarsible, | have declded that | do not want 1o become pregnant,
baar children, ar fathar children,

| was told about those temparary methods of biih control that aro
avallabla and could ha Ejro*.ridﬂd to ma which will allow me to bear or
falhar a child In the future. | have rejected these altermatives and
chosen 1o be storilizod.

I undarstand that | will be sterilized by an oparation known as a

= . Tha discomlorts,

risks, and benefits essociated with the operation have been explained to
rma, Al rmy questions have been answered to my satislaction,

I understand that the operation will not be dane until at least thirty days

aftor | sign this farm. | understand thal | can changs my mind at any time
and that my dactsion al any tims nat to ba sterlized wiil not result in the
withhalding of any bensfits or medical services provided by Federally
funded programs,

| am al lzast 21 yaars of age and was bam on
' WOMTH DAY YEAR
I @ Jane Doe , hersby consent

of my own lrea will to be sterilized by @ Dr. D;ga ry Willia
IO

by a method called i

e e L My consent
axpiras 180 days from the date of my signature below,

| also consent to the release of this form and othar medical records about

the operation to:

+ Representalives ol the Deparimant of Heaith and Human Senvices; or

+ Employeas of programs or projects funding by that department but
enly for determining if Federal laws were observed.

| have received a capy of this form.
10/01/01

MCONTH DaY YEAR

Cate:

You are réquested tosupply the following information, but it is not

required. RACE AND ETHNICITY DESIGNATION (PLEASE CHECK):
American Indian or _| Black {not of Hispanic orgin)
Alazka Nativa _ Hispanic

[ | Asian or Pacific Islander  _ White {net of Hispanic origin)

INTERPRETER'S STATEMENT

If an interprater is provided to aselst the individual to be sterilized: | have
transleted tha information and advice presented orally lo the individual
%o ba starilized by the person abtaining this consant. 1 have alsg

read himvher the consent farm in
language and sxplained its contents lo himdear. To the best of my
knowledge and belief he/she understood this explanation.

- L

INTERFRETER DalE
STATEMENT OF PERSON OBTAINING CONSENT

Batora

L

signed the consent

WEWE OF THOWIDUAL
form, | explained to him/her the nalure of ths steriization operation

DEHE 13-384 (] (AEV, 05/ D87}

TEL 5

ERSON OETAINING CONSENT (CONTINUED):

,Ahe fact that it Is inlended

to ba a final and Irreversible procedure and the discomlons, risks, and
benefits associated with it

| courseled tha indnidual to be sterlized that altarnativea melhods of
bith control are available which am tem?nrary. I explained that
starlization is differant becausa i Is permanent.

| Informed the individual to be sterilized thal hisher consant can be
withdravm al any time and that he/she will nol lose any heallh sanvices
ar any banafits provided by Fedaral funds.

To the best of my knowledge and belief tha individual to be sledlized is at
lzast 21 years old and appears mantally compelent. He/She knnwin;i;ly
and valuntarily requested to be slerilized and appears to understand the
nature and consaquences of the procadurm.

Data:

TAGAATURE OF PERSON O [ANB0 COMSEANT

FACILITY

ADDRERS
PHYSICIAN'S STATEMENT

Shortly before | perlormed a sterilizalion operalion upon
Jane Doe

3 FAME: INDIVIDUAL TS BE STERLLLTFD
10/01/01 L explained ta himdher Lhe nature o

tubal ligatilon wo.oiha

SPECIFY TYFE OF OFEAATION

on

DATE: STEAILITATION OFEA
the starnlization oparation

it is Intended to be a final and imeversible procedurs and tha
miscomions, risks, and benefils associaled with i,

| counscled the individual to be stenlized that altarnative methods ol
bith contral are available which are temporary, | explained thal
stenlization is different because it is pamanant.

=HY -

| informed the Individual to be sterlized that hissher consent can be
wilhdrawn at any time and that he/she will not lose any health services
or benefits provided by Federal funds.

To tha best of my knowledge and balief the individual to be sterilized |sat
laast 21 years old and apcr;:eaa‘a mentally competent. He/She knowingly
and voluntarily requestod to be sterilized and appeared to undarstand
the nature and consequences of the procadura.

(INSTRUCTIONS FOH LISE OF ALTERNATIVE FINAL PARAGRAPHS:
Use the first paragraph balow except In the casc of premature delivery
ar Emergmcg abdominal surgery where the sterilization is performed
less than 30 days afier the date of the individual's signalura an the
consant form. In those cases, the sscond paragraph balow must be
used. Cross oul the paragraph which is not usad.)

1. Al l=ast thiry (30) days havs passed between the date of the individuals
signalure on ihis consent form and the date the sterilization was
periormad.

2. This sterilization was periormed less than thiry (30) days but more
than 72 hours afer the date of the individual's signature on ﬁs consont
form because of the tollowing circumstances (check apolicable box
and fill in information requesteg?:

_| Premature HEEVE?'
Individual's expecled date of delivery:

_| Emergency abdominal surgery (describe cireumstances):

. 10/01/01

DAtk




NOTICE: ALL BLANKS MUST BE COMPLETED EXCEPT AS INDICATED BELOW

Instructions to the Patient for Complating Canseant to Sierilization

1: In the first blank space, wrile the name of the doctor or clinic giving you the information.

2. In the second blank space, write the name of the cparation.

3. In the next blank space, you must write the month, day, and year vou weare born.

4. Fill in the lasl live blanks as indicated. Bs sure tha docior's name is the name of the physician who will
actually perform the operation.

5. You are not required to fill out the "Race and Ethnicity® portion. It is optianal.

Interpreter's Statement

This saction of the form should be complated ONLY if interpretation inta another language is recuired.

Statement of Person Obtaining Consent

1 Complate the first two blanks with the patient's name and the name of the procedure to be performed.

2 Fill in the last four blanks with your signature, date, nama, and address of the facility.

Physician's Statement

1. Complete the first thres blanks with the name of the individual fo be sterilized, the daie of the sterilization
operation, and the specific type of oparation.

2. Cross out the "altemative final paragraph® if inappropriate.

3. The performing surgeon must sign. The dais given below the signature must either be the date of the

sterilization or a date which follows the sterilization.

4. The performing surgaon's nama musl appear in the sterilized by biank in Ihe CGONSENT TO
STERILIZATION s=ction.

DEHS 13-0640%) (REV. 061 g97) BACK -
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Physician-Related Services

9d. Enter the insurance plan name 11c. Insurance Plan Name or Program
or the program name (e.g., the Name: When applicable, show the
insured’ s health maintenance insurance plan or program name to
organization, private identify the primary insurance
supplementary insurance). involved. (Note: Thismay or may
not be associated with a group plan.)
Please note: DSHS, Welfare, Provider 11d. IsThere Another Health Benefit
Services, EPSDT, HO or Healthy Options Plan?: Indicate yesor no. If yes,
First Steps, and Medicare, etc., are you should have completed fields 9a.
inappropriate entries for thisfield. —d.
17. Name of Referring Physician or
10. |s Patient’s Condition Related To: Other Source: When applicable,
Required. Check yesor no to enter the referring physician or
indicate whether employment, auto Primary Care Case Manager
accident or other accident (PCCM) name. Thisfield must be
involvement applies to one or more completed for consultations, or for
of the services described in field 24. referred laboratory or radiology
I ndicate the name of the coverage services (or any other services
sourcein field 10d (L&I, name of indicated in your billing instructions
insurance company, €etc.). asrequiring areferral source).
11. Insured’s Policy Group or FECA 17a.  |.D. Number of Referring
(Federal Employees Compensation Physician: When applicable, 1)
Act) Number: When applicable. enter the seven-digit, MAA-assigned
Thisinformation applies to the identification number of the provider
insured person listed in field 4. Enter who referred or ordered the medical
the insured’ s policy and/or group service; OR 2) when the PCCM
number and his’her Social Security referred the service, enter his/her
Number. The datain thisfield will seven-digit identification number
indicate that the client has other here. If the provider does not have
insurance coverage and Medicaid an MAA provider ID number, be
pays as payer of last resort. certain field 17 is completed.
1la. |nsured’sDate of Birth: When 19. Reserved For L ocal Use: When
applicable, enter the insured’'s applicable, enter indicator B, Baby
birthdate, if different from field 3. on Parent’s PIC, or other comments
necessary to process the claim.
11b. Employer’s Name or_School Name:
When applicable, enter the insured’'s 21. Diagnosisor Natureof Ilinessor
employer’s name or school name. Injury: When applicable, enter the
appropriate diagnosis code(s) in
areas 1, 2, 3, and 4.
November 2001 -03- Completing the HCFA-1500 Form



22.

23.

24A.

24B.

24C.

24D.

M edicaid Resubmission: When
applicable. If thishilling is being
submitted beyond the 365-day billing
time limit, enter the ICN that verifies
that your claim was originally
submitted within the time limit.

(The ICN number isthe claim
number listed on the Remittance and
Status Report).

Prior Authorization Number:
When applicable. If the service or
equipment you are billing for
requires authorization, enter the
nine-digit number assigned to you.
Only one authorization number is
allowed per clam.

Date(s) of Service: Required. Enter
the “from” and “to” dates using all
six digitsfor each date. Enter the
month, day, and year of service
numerically (e.g., August 4, 2002 =
080402).

Place of Service: Required. See
pages J2 and J3 for correct POS
codes. These arethe only
appropriate place of service codes:

Type of Service: Required. Enter a
3for all services billed.

Procedures, Services or Supplies
CPT/HCPCS: Required. Enter the
appropriate procedure code for the
services being billed. Modifier:
When appropriate enter amodifier.

24F.

25.

24E.

24G.

24H.

Physician-Related Services

Diagnosis Code: Required. Enter
the ICD-9-CM diagnosis code
related to the procedure or service
being billed (for each item listed in
24D). A diagnosis code isrequired
for each service or line billed. Enter
the code exactly as shown in ICD-9-
CM, or relate each lineitem to field
21 by entering a1, 2, 3, or 4.

$ Charges: Required. Enter your
usual and customary charges for the
service performed. If more than one
unit is being billed, the charge shown
must be for the total of the units
billed. Do not include dollar signs or
decimalsinthisfield. Do not
include salestax. Salestax is
automatically calculated by the
system and included in your
remittance amount.

Days or Units: Required. Enter the
total number of days or units for
each line. These figures must be
whole units.

EPSDT Family Plan: When billing
the department for one of the EPSDT
screening procedure codes, enter an
X inthisfield.

Federal Tax |.D. Number: Leave
thisfield blank.

#Memo 02-75 MAA
(Revised September 2002)
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Completing the HCFA-1500 Form



